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A married woman of 61 years with no children had recently signed on our list. She came to surgery complaining of repeated fainting attacks in the street. These had progressively worsened; she was now remaining indoors, depressed and frightened, only venturing out when accompanied by her husband. When we met she satisfied herself that I had no medical knowledge and would listen to her questions but not answer them. During three interviews she described how the attacks had started after a hysterectomy for carcinoma of the cervix rine years previously. She had suspected the diagnosis because since it was made her husband had suddenly looked aged and worn and had begun to treat her as an invalid. Whenever she felt depressed he told her to live each day as it came. Following the operation she had several hemorrhages; she related how the attacks of faintness always seemed to occur when she saw anything red like a bus or a fire-engine. On returning from hospital she had asked her husband to remove everything red from their home; this he did. They never talked about her unhappiness and she tried to follow her husband's instructions to cheer up. She told me that for years she had wanted to discuss many of these things with a doctor but felt too frightened. Sometimes she had walked out of the waiting room.
I reported briefly about this patient at one of our twice-weekly meetings. It was decided to follow the usual procedure of trying the simplest method first. A double appointment was made for her to see the doctor of her choice; the day before this the patient came to see me, very anxious, and wanting to know if the doctor thought her a nuisance and whether I had explained to him everything she had told me about her difficulties. She was reassured to know that her problems had been discussed by all the doctors in the practice and that they wanted to help; they well understood that panic could be as painful as physical pain.
In the surgery the doctor answered all the patient's questions and told her that had she not had the operation she would have developed cancer, but now she could consider herself well. The effect has been striking; husband and wife have cleared the air between them about the illness; the fainting fits have ceased and the patient goes out and about more.
The problems inherent in this case illustrate:
(1) How patients are often unable to communicate their fears when they are in hospital undergoing the shock of surgery, and how they prefer to bring their troubles to their general practitioner.
(2) Their fear of asking questions.
(3) The importance to the patient of good communication within the helping team.
We do not yet know whether this woman's improvement is permanent, but at the very least we hope that helpful communication has been established and that if she again feels worried she will return immediately without spending months in painful indecision.
Dr Charles M Fletcher (Royal Postgraduate Medical School of London)
Dr Cartwright has told us how often consultants fail to tell their patients what they want to know. Dr Cargill has told us what we have no right to tell our patients and Miss Neill has reminded us how much help we can get from our colleagues, the social workers. I want to summarize the main points which almost every patient wants to be told about. His fears: Dismissal of a fear, usually of cancer, is often the only thing the patient has come for. He may only want an explanation of a symptom and to know that it is not serious. The diagnosis: What can he tell his friends he is suffering from? Many patients only want a word. Others require more detailed explanation. At the first interview it may be impossible to give a definite diagnosis. Then we must explain the tests that are needed to reach the diagnosis and what any unusual test is going to involve, and see if our patient has any objections or fears. The treatment: Every patient wants to know what is to be done -pills to take, injections to be given, exercises and so on. Some need to know the purpose of the treatment and some may need more detailed explanation, for instance, in diabetes or hypertension. The importance of treatment must be stated. Some treatments are just a trial or only for a short while; others are essential and permanent and the patient must understand this as, for instance, in pernicious anmmia. Restrictions of activity or diet that are part of the treatment must be explained, not forgetting to explain when no restriction is needed. We must get our patients to accept conditions where no treatment is available. An elderly patient with minor disability from osteoarthritis of the hip may be saved a great deal of trouble by being told that no treatment is needed or effective and may in this way be saved endless visits to one consultant after another seeking for a cure which cannot be given. The outcome: In a recoverable disease there is no difficulty but a great opportunity to state clearly that the outlook is good. In unfavourable and fatal diseases it has been my policy to give the patients the most optimistic picture of the prognosis that is compatible with the truth, and only to give a really accurate picture where this has some practical importance to the patient. The duration: Many patients want to know and are not told how long they will be off work, how long away from home, how long in pain. These are questions to which every patient wants answers and least often gets them.
It is, of course, essential to use simple and meaningful terms. I have many times heard doctors talking in technical jargon which must baffle their patients. Experience in broadcasting has taught me how often doctors are quite bad at using simple terms that the layman can follow.
One of our difficulties is that patients are unable to ask the questions to which they want answers. I get the impression that in America the situation is much better. Many British doctors would be annoyed by the American's demands for explanation. I believe that this is more healthy than British reticence which may conceal and prolong anxiety. I believe that broadcasting may have a contribution to make to increased freedom of communication between the public and the profession but even as things are today many doctors could help their patients more than they do at present by giving fuller and clearer answers to their patients' important but often unasked questions.
Dr James S Stewart (West Middlesex Hospital, Isleworth)
Perhaps it is time that someone from the Hospital Service gave an assurance that we do try our best to get out to the family doctors the preliminary letters on inpatients within a day of the patient leaving hospital. Full summaries are more difficult because of results awaited from the laboratory. But at the West Middlesex Hospital we are helped greatly in this by a first-class secretarial service upon which we lean heavily. We find that really efficient secretaries can lop at least three or four days off the time taken to get some summaries into the post.
We recently conducted a brief pilot survey on patients' attitudes to consultant ward rounds and the anxieties engendered by these occasions. Miss Rosalind Pinder from the Hospital Centre interviewed all the patients seen on a formal ward round within two days of the round.
Chief findings were the great variation between patients regarding the amount of explanation of their illness and treatment they wished to be given; the sense of mounting tension felt by some of the patients who were not seen until the end of the round; and the patients' difficulty in understanding the roles of the different members of the ward team.
Since the survey a more conscious effort has been made to assess the extent of each patient's genuine desire for 'explanation'; the formality of the rounds is being reduced by varying the order in which patients are seen; and a trial draft of a stencilled information sheet on the roles of the different staff members of the unit is being prepared. To achieve the right level of communication the doctor must place himself alongside the patient and use appropriate terms and explanations.
The problem of time to do this is one of conflicting priorities. The GP spends too long dealing with relatively trivial, self-limiting, but disturbing, acute illness, whilst serious chronic illness establishes itself unnoticed. Time must besaved from the former to apply to prevention and management of long-term disability and in helping, by discussion as much as by drugs, personal and social adjustment. Time for proper communication may be saved by better health education and intelligent self-treatment, and by helpers who can deal with the trivial.
The need for consistency means close collaboration between the family doctor and those helpers and others who save his time by dealing in depth with the more complex social problems. The GP' would often be the key person in doctor-patient communication who, as an earlier speaker had suggested, should be designated at any given time. To function effectively in this way, he must know what others are doing and have already told the patient. This information must reach him quickly, especially from hospital staff.
